RIGIDITY OF THE SPINE. 

By J. H. McBride, M.D., Los Angeles, Cal. 

The following notes of cases may be interesting in con¬ 
nection with the subject of the paper by Drs. Sachs and Fraen- 
kel in the Journal for January. 

These notes were made thirteen years ago and are now 
published as then written. In the light of later experience I 
could wish they were fuller and more accurate. The illustra¬ 
tions are from photographs made at the time. 

Case I.—Man, single, age 48, soldier during the war of 
rebellion, was not wounded; no history of syphilis or heredi¬ 
tary disease. In 1865 had pain for some weeks in left big toe; 
a few months later left hip began to get stiff and this continued 
to trouble him slightly for years; later the stiffness increased. 
In 1876 his spine began to get stiff. His left arm was para¬ 
lyzed for a few days at one time and recovered and then got 
gradually stiff. Later his right arm and hip were involved. 
Since then his spine, including neck, has gradually become 
stiff, and the entire spinal column is now but slightly movable. 

On examination patient stands with body leaning slightly 
forward. The spine is held in fixed position, the head being 
thrown forward and carried in this position apparently with 
great care. He can turn his head to either side only to the 
slightest degree, the chin deviating perhaps an inch, not more. 
If he wishes to see anything when sitting, he turns his entire 
body. Knees are slightly bent in apparently from contraction 
of adductor muscles; hip joints are almost immovable. If he 
stands on one foot and attempts to swing the leg, the move¬ 
ment of the leg is very limited and the pelvis moves with the 
leg. All muscles of the spine and leg above knee are rigid. 
Those of shoulder and arm above elbow somewhat rigid, but 
less so than leg; shoulder movements greatly limited by rigid¬ 
ity of muscles; cannot put hand to head. If he wishes to pick 
anything from the floor, drops on knees. Can reach his feet 
to tie shoes only by getting on his knees and reaching his 
shoes behind. All movements of arm below elbow and of leg 
below knee are normal or nearly so. 

Except the pain ,mentioned in left foot, occurring early in 
disease, has never had any pain, spasms or tremors; skin of 
back markedly hyperesthetic; knee-jerks exaggerated; slight 
ankle-clonus on bofti sides. On tapping any spinal muscle or 
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the deltoid or one of the serrati a contraction of the muscle 
occurs. There is no atrophy of muscles. 

The dorsal spine from first to eleventh is slightly curved 
to right, the deviation being one and one-half inches in deepest 
part of curve. Patient says the spine was stiff for a long time 
before curvature developed. There seems to be some tender¬ 
ness over the part of the spine that is curved, though this is 



Case I. Position in standing and walking. 


doubtful. The curvature seems to be due to the unequal pull 
of the contractured muscles. 

Patient can be placed in a chair with some difficulty, for 
owiing to the stiffness of hip joints he practically lies on his 
back in the chair. In walking leans forward, steps cautiously 
and carries head and body as a solid, inflexible mass. 
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In 1876 sight of left eye gradually failed, and in a few years 
he was able only to see light. In 1885 sight in right eye began 
to fail and he can now only read large print. Hearing is get¬ 
ting poor in both ears. Has occasional attacks of left facial 
neuralgia. 

Action of bladder and rectum normal. The left optic nerve 
is atrophied. So far as I could determine with the ophthal¬ 
moscope the right optic nerve was normal. He was never 
examined by an oculist. 

Though the following case of spinal rigidity does not ap¬ 
parently belong to the same type as the first one, yet it seems 
worthy of publication. My diagnosis at the time was hyper¬ 
trophic cervical pachymeningitis. As it was traumatic it is 
probable that there was injury to the spinal column itself. 

Case II. J. C., an Italian laborer, age fifty-four. No his¬ 
tory of syphilis or of any previous illness, or of any hereditary 
tendency to disease. 

In June, 1887, one year ago, fell into a large hole, striking 
his forehead on a stone, his feet resting on the opposite side 
of hole, his neck being thus badly strained; was unconscious 
for some time (does not know how long); confined to bed 
for three or four weeks, his neck being stiff and painful. A 
little later arms got weak; muscles wasted, and he had pain in 
back of neck and arms, and a sensation of ligature around 
arms at insertion of deltoid. 

Examination in June, 1888: Patient holds his neck in 
fixed position. Cervical and upper dorsal spine rigid. Lower 
dorsal and lumbar spine apparently normal. The only move¬ 
ment possible in the neck is a slight nod of the head, and even 
that is painful. Ail muscles of back, neck and shoulders much 
atrophied; anatomical outlines of scapulae plainly visible. 
Muscles of both arms atrophied, the wasting being less below 
the elbow. Movements of left hand greatly limited; those of 
right less so. This is seemingly due to paralysis, atrophy and 
rigidity combined. Fingers of left hand held semi-flexed; 
left arm hangs by his side practically useless. Can carry right 
hand to opposite shoulder with effort, and with greater effort 
carries same hand to his mouth. 

Pressure over fifth cervical vertebra causes pain, and pain 
is felt in saare locality if forcible effort is made to turn his 
head. At present has no pain in arms or legs. Muscles of 
legs atrophied and apparently somewhat paretic with slight 
rigidity. There is also some rigidity in all arm muscles. 

He walks with shuffling gait slowly and cautiously, and 
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strikes his toes on floor as the foot is brought forward. Dy¬ 
namometer, right io, left 6.' No discoverable tactile impair¬ 
ment, though he says fingers feel dead. No thermo-anesthesia, 
no paresthesia, no loss of muscle sense. Bowels constipated; 
passes urine normally. 

Examined in December, 1889. Disease has made steady 
progress. Has feeling of constriction around body, about on 
line with eighth rib. His gait is peculiar. Walks in quick jog- 



Case II. Habitual position one year after accident. 

ging steps, moving his foot only a few inches at a time, his 
head bent forward, neck rigid, trunk bent far back, arms ex¬ 
tended and hands crossed on body in front. Face has an 
anxious frightened look. Has some pain in region of 5-7 
cervical vertebrae. Legs cramp and jerk at night and also 
during the day if he lies down. No fibrillation of muscles. 
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Superficial and deep reflexes all exaggerated. Ankle- 
clonus marked. The slightest tap on any muscle will cause 
the muscle to contract. All muscles react to induced current. 
The biceps is more atrophied than the triceps. Extensors of 
forearm more atrophied than flexors. Breathing entirely pec¬ 
toral. When bowels are loose, as they frequently are, they 
move involuntarily. Urine has been passed involuntarily for 
some months. Eyesight good for age. Fundus normal. 

The painful period that Charcot and Joffroy have described 
as part of the clinical history of hypertrophic cervical pachy¬ 
meningitis was not pronounced in this case. Rendu has, how¬ 
ever, shown by an autopsy in one case that the dura may be 
involved only in its anterior portion. In such case posterior 
root symptoms would be absent, and they would, if present, 
correspond in intensity to the degree of involvement. Some 
allowance, perhaps, should be made for the social level of the 
individual, for a stupid and tough-fibred laborer would not feel 
£ain so acutely, nor recall so well the pain he had felt, as a 
more delicately organized and observant person. 

I did not see the patient during the last six months of his 
life, and do not know if the contractures of limbs described by 
Charcot developed during the last stages of the disease. 


no Ueber acute Paranoia (Acute Paranoia). M. Koppen (Neu¬ 
rol. Centralbl., l8, 1899, p. 434). 

There exist wide differences of opinion among authors regarding 
this affection. Although some consider possible the existence of a 
curable acute paranoia combined with hallucinations, yet others declare 
the disease to be incurable and state, at the same time that the condi¬ 
tion described as a curable paranoia should be ascribed to other forms 
of disease. The progress of the disease alone can hardly be taken as a 
criterion for the assumption of the presence of psychoses. The name 
“paranoia” is applied to a diseased condition in which delusions are 
prominent, while there is no neglect of the personal condition manifest. 
Koppen says that .these attributes are also to be found in acute cases. 
Very often, indeed, he states, based upon a ground-work of some patho¬ 
logical condition, such as imbecility, hysteria, epilepsy or even dementia 
paralytica and senilis, we find engrafted the picture of paranoic symp¬ 
toms. But in cases where no such ground-work exists, it is perfectly 
proper and fit to make the diagnosis of paranoia acuta. The disease 
may begin with a general condition of excitement or mind-wandering. 
The delusions and illusions are like those of chronic paranoia. In 
imbeciles and alcoholics these latter show a characteristic coloring. 



